Dear Sir:
Dr. Chalke, in his Presidential Address (I), makes a timely and commendable appeal. I share Dr. Chalke's fear" ... that before long, in a world increasingly populated with antipsychiatrists, legally licensed non-medical mental health professionals and increasingly competent family physicians, the question will be addressed to psychiatrists -what are your marks of distinction?" In truth, this question is already being asked with ever increasing insistence and, worse, the answers are rather unconvincing.
Although I concur with Dr. Chalke's belief that this need not be the case, much more radical and fundamental changes are necessary than he suggests. The embrace of scientific methodology, although necessary, would not be a sufficient mark of distinction at this point in time.
The compass of psychiatry is now extremely broad; much broader than allowed for i-most psychiatric training programs.
Psychiatry and psychiatric training P' .grams have developed, in their present form, 1' 0 historical reasons which have little to do with the actual knowledge and skills required to meet present-day mental health demands. The appropriate training should be predicated on certain agreed upon goals which must relate to the role we perceive for the psychiatrist. What follows are my own impressions of some of the major inadequacies in the present training.
I should make it clear that when I refer to psychiatric training I mean both the undergraduate medical training and the postgraduate specialty training. In general, there is an inappropriate emphasis on medical training and an inadequate emphasis on psychology and the social sciences.
There are large segments of current medical training which could be deleted or greatly abbreviated. Much of the current practical experience in medical training is completely irrelevant to the practice of psychiatry, and the value of that which is relevant could be greatly enhanced by proper focusing and integrating with other aspects of psychiatric training.
The changes I am suggesting are all the more radical because of the related issues they raiselimited licensure is one such issue. The expansion of knowledge in the medical sciences is now so rapid that it is virtually impossible for most mortals to keep up with advances in their own specialities, let alone in medicine as a whole. It is particularly difficult in psychiatry, both because its scope is so much broader and more diverse and because psychiatrists become increasingly more alienated from general medicine as their years of experience increase. Most psychiatrists are already well on their way to being medically incompetent outside their specialty by the end of their residency. Although this could be dealt with in several ways, at present it is largely ignored. Our general medical training and licensure breeds certain expectations among our colleagues and patients which are unrealistic and inappropriate to our legitimate areas of interest. It would be better to admit that we cannot be all things to all people, and to concentrate on acquiring the training best suited to our needs and those of our patients, while leaving general medical problems to our medical colleagues.
Together with this excess medical training is a deficiency of training in psychology and social sciences. In the past 50 years a vast body of knowledge has been accumulating in psychology laboratories around the world which is not only relevant but much of it is a direct challenge to Freudian psychoanalytic theory, which continues to dominate psychiatric thought. Work in the area of learning theory and behaviour therapy is particularly relevant. Johnson (2) has addressed himself to the role of behaviour therapy in psychiatric training, and concluded that it offers the psychiatric resident the following: "a) a pragmatic, problem-solving approach to behaviour problems involving no one fixed theory and highly sensitive to current research; b) a set of therapeutic procedures with demonstrated efficacy and wide applicability; c) a reliable observational language; and d) continued experimentation with the offer of improvement on the techniques which are currently available." It never fails to amaze me how theoretically naive our psychiatric training programs are and how little use we make of the wealth of knowledge and expertise in our neighbouring psychology departments. Likewise, there are resources in social science departments which are relevant but largely untapped.
A further area in need of more attention in our training programs and afterwards is that of therapeutic outcome. Dr. Chalke discusses this and I can only add that surely the results we are able to get should have some relevance to the adequacy of our training. Aside from the fact that psychiatrists in general do not have much data to support their usefulness there is no training program which makes any systematic attempt to evaluate the treatment outcomes of its trainees. Ideally if our training programs are effective, our trainees should get better results toward 'the end of training than at the beginning; these results could be compared with those of their supervisors, and training could be directed to those methods producing the best results for given types of problems.
In summary, I believe a psychiatrist needs a fairly comprehensive knowledge of basic biological sciences focused and integrated with the rest of his training; much greater familiarity with psychological theory and method, particularly learning theories and behavioural methods; training in scientific methodology in the sense of Dr. Chalke (I) and practical experience in various modes of therapy, both biological and psychological, with emphasis on outcome criteria.
These proposed changes are likely to be dismissed by many as either idealistic or unworkable. Unfortunately, or fortunately, if the impetus for change does not come from within there is growing evidence that it will come nevertheless and I believe psychiatrists are in a position to make a unique and valuable contribution.
Paul Latimer, M.D., Philadelphia, Pa.
